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he ability to identify and act on a teachable

moment' is one of the hidden reasons why

systems based on primary care have better out-
comes. Primary care increasingly routinizes and involves
teams in preventive and chronic disease care. This is a
good thing. But it masks the subtle value of a careful cli-
nician or staff member recognizing when something has
shifted in a patient’s life that makes them amenable to
changing a long-held belief or habit—an aunt's amputa-
tion makes a diabetic get serious about diet and activity,
the divorce of a friend shakes a partner's complacency
and foments re-investment in a relationship, a child's
third episode of otitis media makes an incorrigible
grandmother consider quitting smoking when the doc-
tor mentions that having a smoker in the house doubles
the risk of a child having an ear infection.

Health care professionals, and (I hopefully assert)
even the health care system, is not immune to teach-
able moments.” I like to call them malleable moments,
not just because | am a sucker for alliteration, but to
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emphasize that in every moment we all have the pos-
sibility of positive change,* if only we can focus our
attention on being the change we wish to see.’

This issue contains new knowledge about teachable
moments, and the potential to create malleable moments
for positively changing patients, practices, and systems.

Schmittdiel et al examine the influence of a new
diagnosis of diabetes on the health behaviors of patients’
partners, and find small but significant (from both statis-
tical and public health points of view) changes in a host
of health behavior and preventive activities.®

A cluster-randomized clinical trial of an interactive
booklet on childhood fever and out-of-hours primary
care is found to apparently induce teachable moments
for both families and the physicians who use it. Parents

* Teachable moments happen when: “(1) the presence of a concern that
is salient to the patient that is either obviously relevant to an unhealthy
behavior, or through conversation comes to be seen as relevant; (2) a
link that is made between the patient’s salient concern and a health
behavior that attempts to motivate the patient toward change; and (3)
a patient response indicating a willingness to discuss and commit to
behavior change.”

show a reduced intention to re-consult for similar ill-
nesses. The reduction in the primary outcome of anti-
biotic prescription for patients of physicians exposed
to the booklet did not reach statistical significance, but
pre-specified analysis of those using the booklet found
a reduction in antibiotic prescriptions, and a reduction
in overall medication prescriptions.”

Delacour et al find a strong association between
alcohol consumption and leg cramps in general prac-
tice patients aged over 60 years.®* They don't find a
dose-response effect, but | wonder if the immediacy of
leg cramps could be a motivator for some patients for
whom the long-term effects of alcohol overuse are not
compelling.

In a prospective study, Valderas et al discover
individual patient characteristics that predict new
cases of multimorbidity.” This finding could be used
to foster teachable moments among patients with a
single chronic illness who might be motivated to make
changes to avoid an additional chronic condition.

A referral from a primary care to a behavioral
health clinician frequently comes at a teachable
moment. Pace et al examine whether a “warm hand-
off" introducing patients to an integrated behavioral
health clinician improves attendance at the follow up
appointment. It doesn't. But having an intake appoint-
ment within 30 days of referral does.'®

A fascinating article by Donner-Banzhoff examines
the diagnostic process in general practice. He proposes
that simple theories don't fit the large primary care
problem space. But patients and clinicians collaborate
in ways he calls "inductive foraging” that integrate
both diagnosis and patient-centered consulting.

This issue also contains some teachable moments
for clinicians, practices, and health care systems.

In a study of 43,382 US medical school graduates,
Talamantes and colleagues discover that attendance
at a community college is associated with subsequent
training in a family medicine residency.'? Noting that
more than one-half of medical students come from
families in the top 20% of income, and less than 5% of
medical students have parents in the bottom 20% of
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income, an editorial by Kost makes a strong case that
admitting students from community colleges could
help medical schools to do a better job of meeting
their societal responsibility by training a physician
workforce positioned to care for the disadvantaged.'

Patients increasingly are being provided with access
to their electronic medical records, but there have been
some concerns about whether this is a good idea for
people with mental health issues. A research brief by
Elmore and colleagues allays this concern, finding that
patients viewing at least one of their clinic notes during a
one-year period have similar perceptions of online access
whether or not they have a mental health diagnosis."

An evaluation of prominent mental health apps by
Parker et al finds that mental health often is framed in
ways that may promote medicalization of normal men-
tal states and that implies individual responsibility for
mental well-being."”

A study by Burt and colleagues examines physi-
cians’ communication skills from the perspectives of
patients, trained clinical raters, and physicians them-
selves.' The lack of correlation between physician
self-ratings and the other ratings indicates that we phy-
sicians have limited awareness of how our communica-
tion skills are perceived by others.

A brief qualitative study by Havele et al finds that
a compelling belief in the ability of blood glucose self-
monitoring to promote lifestyle changes in patients
with type 2 diabetes explains why physicians remain
proponents of this practice despite evidence that
self-monitoring increases costs without improving
outcomes."”

A microsimulation model by Basu and colleagues
estimates the conditions under which it would be
financially viable to have a staff member enter patient
history, place orders, and guide patients—in both fee-
for-service and capitated payment.'®

Three essays provide their own kinds of teachable
moments. In light of the growing phenomenon of part-
time practice, Bodenheimer sees ways that clinicians and
practices can make a number of adjustments to foster
continuity and relationships.'”” Goodfellow suggests that
care of patients suffering from the effects of interpersonal
violence is improved simply by believing our patients’
pain.? Kannai provides insights through her experience
and reflection on how clinicians can overcome blind
spots in grasping patients’ complex inner struggles.?!

The Annals feature on Innovations in Primary Care
in this issue shares the experience of a family physician
who has found ways to integrate rapid acupuncture
into daily family practice.?

We welcome you to join the online discussion
for each of these and previously published articles at
http://www.AnnFamMed.org.

Acknowledgments: Thanks to my colleague, Sue Flocke, who has been
studying teachable moments for more than two decades. She notes that
these moments are about the potential to see something in a different
light. In clinical care, realizing the resulting potential for change hinges
on clinicians’ hearing patients’ salient concerns, and if the time is right,
helping patients to consider change. Teachable moments are co-created
between patient and clinician.!
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he US health care system is full of broken prom-

ises. Education is supposed to be the great equal-

izer, yet for many students a medical education
remains out of reach. Over 10 years ago the Association
of American Medical Colleges looked at the economic
diversity of medical students by parental income and
found that an astounding 50% or more come from fami-
lies in the top 20% of income.' Those with parents in
the bottom 20% made up less than 5% of future physi-
cians. Although patients come from all economic levels,
their physicians do not reflect this. Medicine continues
to have an over-representation of white people and a
corresponding under-representation of people who iden-
tify as African American, Native American, or Latino/a.?
These disparities in race and class have real impacts,
as implicit bias can influence the care provided and
patients, understandably, would like to be cared for by
someone similar to themselves.® Furthermore, students
from disadvantaged backgrounds are more likely to end
up caring for patients who also face disadvantage.*

Our current medical school output largely reflects

a group of people privileged by both race and class.
At the same time, despite all evidence that suggests a
robust primary care workforce can improve the health
of the public, less than 10% of US medical graduates
enter family medicine residencies each year.>® When
finished with their medical education, practicing phy-
sicians do not distribute themselves uniformly, with
persistent workforce shortages in rural areas and at
community health centers that serve impoverished and
disadvantaged populations.”® Taken together, medical
schools are largely inaccessible to all but a privileged
few and produce a workforce that does meet the needs
of patients, either by specialty or demographics.
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But what if there was one thing that could help
change all of this? There is, and you probably have one
in your neighborhood. It's called community college
and it has the potential to help address the failings of
medical schools currently. Talamantes and colleagues
studied medical student community college exposure,
demographics, and specialty choice and report that
students with community college experience are more
likely to come from underrepresented backgrounds
and more likely to enter family medicine, compared
with students without such experience.’ In this way,
community college represents an important yet under-
valued asset to promote health equity for our patients
through a robust and diverse primary care workforce
and a means of promoting educational equity for the
vast majority of students whose parents are not in the
top quintile of income.

The pathway from community college to medical
school is complex and ill-defined. Students can attend
community college during high school, before or after
obtaining a bachelor’s degree. Some students use com-
munity college to augment their education while others
use it as a stepping stone on the way to other educa-
tional endeavors. The authors specifically looked at
these different paths to see if they constituted different
populations of students. What they found is that they
probably do. Nevertheless, after adjusting for known
demographic cofounders, attending community college
for any reason made it more likely for a student to enter
family medicine, and to be from a group underrepre-
sented in medicine. Perhaps neither of these findings
come as much of a surprise. Of all higher educational
institutions, community college might be the easiest to
access, regardless of economic or social background.'

How should medical schools and family medicine
departments respond to these findings given the dual
context of who currently has access to medical educa-
tion and the workforce needs of the country? These
findings suggest that we take a hard look at how we
think about medical school admissions and the value
we assign community college education versus a tradi-
tional 4-year degree." Community college should not
be a barrier for medical school admission. On the con-
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trary, it should be valued for not only the education it
provides, the spaces it builds and offers disadvantaged
students, but also for the pipeline it creates for those
who otherwise could not apply to medical school.

Furthermore, medical schools and family medicine
departments should consider their role of reaching
further back into the pipeline to students currently
enrolled in community college. They should capital-
ize on existing collaborations and build new ones to
strengthen the pipeline and lay down a clear path
between educational institutions. As Talamantes points
out, some states are already exploring such collabora-
tions. This study looked only at specialty outcome; a
further area of research includes examining if medi-
cal students with community college experience are
more likely to enter residencies that focus on prepar-
ing them for practice in medically underserved areas.
Investigating eventual practice location outcomes will
also be critical to strengthening the argument that
students from community college end up serving the
patients most in need. As family doctors, we need to
engage in this capacity building and research work for
our patients, so the next of generation of physicians
better reflects their diversity, and also for ourselves, to
ensure that there are people who care for our patients
when we are gone. Finally, we need to do it for our
students, with the aim of improving educational equity
in this country. Every patient deserves a family physi-
cian and every student deserves an opportunity to
become that family physician.

To read or post commentaries in response to this article, see it
online at http://lwww.AnnFamMed.org/content/16/4/288.
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Ann Fam Med 2018;16:289. https://doi.org/10.1370/afm.2281.
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treatment adherence. Ann Fam Med. 2018,;16(3):271.

Amnnals regrets the error.

There is an error in the abstract for: Weidner AKH, Phillips RL, Fang B, Peterson LE. Burnout and scope of
practice in new family physicians. Aun Fam Med. 2018;16(3):200-205. The 2nd sentence of the Results section of
the Abstract begins, “In bivariate analysis, elements of scope of practice associated with higher burnout... "

The correct sentence should read, “In bivariate analysis, elements of scope of practice associated with
lower burnout rates included providing more procedures/clinical content areas (mean procedures/clinical
areas: 7.49 vs 7.02; P = .02) and working in more settings than the principal practice site (1+ additional set-
tings: 57.6% vs 48.4%: P = .001); specifically in the hospital (31.4% vs 24.2%; P = .002) and patient homes
(3.3% vs 1.5%; P = .02)." The authors regret the error.

There was a typo in the print version of Barba C, Hammond S, Hammond RS. The patient profile: improving
In the 3rd paragraph of the Learning section, the print version says, “Data also showed that most of our

patients with hemoglobin A,. > have intermediate health literacy levels.” The value should have been =9 and
is correct in the online version of the journal available at http:/www.AnnFamMed.org/content/16/3/271/. The
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